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I would like to welcome you to the winter edition of news 2019.
With just a blink of an eye, we are half way through the year, just
months before we meet again, this year in Sydney for the 45th
International Mental Health Nursing Conference (ACMHN 2019)
and two more issues before we wrap up the year. A lot has
happened since the autumn edition – some of the highlights are
voting for the 2019 Federal Election, had our very first Mental
Health Nursing Forum, released the draft program for the
International Conference and internally, welcomed a new staff
member into the Membership Officer role.
The National Office in Canberra has been bustling. Not only are
we busy getting ready for ACMHN 2019, we are also working
hard to provide our members with a better and richer online
experience through the new design of the College website. Many
of you have visited the website for several reasons, whether to
check out positions vacant, CPD activities, ACMHN 2019 events,
credentialing or viewing the IJMHN. However, we have found
that increasingly, many of you are visiting our website using your
mobile phones, as many of us use mobile devices as a primary
means for searching and browsing online. We are aware of this
and making changes to hopefully provide you with a platform
you would use more regularly and make it more user-friendly.
This edition of news features articles which provide perspective
on global mental health challenges. Brad Roser’s article featured
in this edition was based on his award winning presentation
at the 44th International Mental Health Nursing Conference
in Cairns last year. Matthew James, our Mental Health Nurse
of the Year 2018 in his piece shared his experience working
with Indigenous people within the Byala program through the
Tharawal Aboriginal Medical Service based in Airds, NSW. Also,
Rhonda Wilson’s article on ‘The safe and proficient use of digital
therapeutics to enhance mental health recovery’ is a must-read
as it is especially relevant to the digital era we live in. We are
also very thrilled to be able to once again feature David Arthur’s
article, this time on his 25-year experience in trying to make a
difference in developing countries.
As I always mention at the very end of every news magazine
introduction, please stay connected with us if you have any
feedback, comments and ideas. The College is always looking for
ways to improve our communication with you and your feedback
will be much appreciated. I hope you enjoy this issue, until next
time, see you on Facebook, Twitter, LinkedIn and/or the e-list.
Sharina Smith

FROM THE CEO
Every year the world economic health forum is held in Davos
Switzerland and mental health has been increasing discussed,
this year they had a very impressive panel of speakers including
Duke of Cambridge, Prince William and Prime Minister of New
Zealand, Jacinda Arden. They reminded delegates that by 2030
it is predicted that depression will be the primary cause of ill
health and will cost 2.5 trillion dollars in lost productivity across
the globe.
It is for this reason that all those in leadership positions and
positions of influence need to speak out about and champion
the focus and investment in mental health. Like New Zealand we
need a ‘Wellbeing Budget’ where the focus is on the wellbeing of
people - if we know we will lose 2.5 trillion dollars globally due to
lost productivity it makes economic sense to invest in wellbeing
and mental health. We need a mental health workforce strategy
to ensure we can meet the needs of the community now and
into the future. We need governments of all persuasions to
come together and address the stigma and discrimination that
in so many cases prevents people seeking help and ensure that
when they do, they can access appropriately skilled clinicians
providing mental health interventions and treatment relevant to
their scope of practice.
One of the most important aspects of the work that we do
at the College is advocating for the needs of people around
their mental health, through focusing on the role of nurses in
general and mental health nurses in particular. We have been
advocating around getting more mental health content into
undergraduate nursing and getting better and more innovative
clinical placements in mental health for students with the
regulating body; we have been advocating around enabling
mental health nurses to provide services under Medicare mental
health programs with government and through the MBS review
process; we have been advocating for MHNs to be listed as
eligible providers to the NDIS and Workcover; we have been
advocating for employers to ensure that all nurses working in
specialist mental health settings have qualifications in mental
health nursing. We advocate that consumers deserve to have
access to the best mental health care, provided by appropriately
skilled nurses, in every clinical setting.
I attended the European Psychiatric Nurses Conference
earlier this year, where a prominent topic of discussion at the
conference was the mental health of people in the workplace.
We know that mental health of health staff is essential - not just
for the individual, but for their families and communities and for
the consumers they work with. We spend a lot of our time caring
for others and therefore, need workplaces to develop culture
of caring and nurturing for staff. I was recently told a story of a
nurse who had her first experience of a patient she had been

caring for, dying. This was a person she had come to know well
and as the primary nurse she stayed back after work and did the
required paperwork. She then cried all the way home. During
that shift, not one person asked her if she was ok. She came
away from that experience feeling quite traumatised – at this
is the start of her career. I am sure that the other staff on that
shift would have felt bad to know how their lack of noticing or
thinking about their co-workers emotional wellbeing had had
such a significant impact on her – their not-noticing certainly
would not have been intentional. But this highlights the need for
us to build cultures within health workplaces that do notice, that
are caring and that do provide for the emotional wellbeing of
staff as much as for patients.
Part of creating a culture that is nurturing and supportive is
ensuring staff safety as a basic priority. If nurses don’t feel
safe at work, then it is difficult to imagine how anyone within
that environment could feel nurtured and cared for – staff
or consumer. Recent research conducted by ACMHN Board
Member Professor Kim Foster at the Australian Catholic
University’s Mental Health Nursing Research Unit, found the
psychological wellbeing of nurses suffers as a result of verbal
and physical aggression, acutely unwell patients, conflict among
colleagues, bullying, and high workloads. We know that the
lack of resources and staff with knowledge and skill in mental
health also contributes to the problem. This is why our recent
project Safe in Care, Safe at Work is so important. In June we
posted out the Safe in Care, Safe at Work toolkit to every acute
mental health facility in Australia. While mental health care is
a multidisciplinary area of practice, the Safe in Care document
recognises the essential and distinctive contribution nurses
make to the provision of mental health services nationally.
The Safe in Care document focuses on the safety of nurses
as an essential element in the overall strategy to create safer
therapeutic environments for consumers and to eliminate
seclusion and restraint in mental health services. This requires
that nurses are safe and feel safe, and ensuring that nurses are
free from fear in the workplace. May I take this opportunity to
thank the UTS Research Team led by Professor Debra Jackson
for their work and the Expert Reference Group, Chaired by
ACMHN President Eimear Muir-Cochrane, for sharing their
knowledge and expertise. Thank you too to those of you who
took the time out to review the documents and give feedback
to the research team. We hope this document is useful and
supports the ongoing improvement of safety for all within
mental health settings nationally. If you are working in an acute
mental health service, please let us know if you have not yet
seen a copy of the document in your workplace.

Kim Ryan
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FROM THE
PRESIDENT
Mental health is now the defining social health crisis of the 21st
century affecting over 450 million people at any one time and
at a financial cost in Australia alone of over 10 billion dollars per
annum. This means that mental health nurses around the world
are making a difference to the lives of people with mental health
problems every day and also providing education, support and
care to their family and significant others. We are never just
mental health nurses!
However, most people who require mental health care around
the world do not have access to high quality services. Even in
Australia there remain significant gaps in care to people in rural
area and indigenous populations. Increasing recognition in the
media is now also being given to the ‘missing middle’ referring
to young people who do not receive adequate mental health
services, falling between mental health care organisations
such as Headspace providers and high acuity mental health
services. Wainberg et al (2017) identify stigma, human resource
shortages, deficits in policy development and poor research to
practice translation and care delivery models which are not well
integrated as factors which contribute to the gaps in mental
health service provision.
High prevalence mental disorders, anxiety and depression
create a huge burden of disease and we know that these can
be treated very successfully using evidence based interventions.
One effective way of tackling mental health service provision
shortage is to treat consumers using evidenced based
interventions delivered by trained lay health workers and this
is happening in Australia and the UK in the provision of low
intensity psychological therapies. Strategies for improving
mental health care in low to middle income countries include
similar strategies with the development of the Mental Health
Gap Action Programme Intervention Guide (mhGAP-IG 2016)
by the World Health Organisation. This guide is aimed at nonspecialised health care providers and provides clear clinical
guidelines predicated on evidence based practices for adaption
to the needs of specific countries.
Such developments provide clear implications for the future
of mental health nursing in Australia and other high income
countries around the world. In order to remain vital to the health
workforce, mental health nurses need to be able to articulate
what they do and how this is unique to them and different to the
work of other health professionals as well as why mental health
nursing practise requires specialist post graduate qualifications
in mental health nursing.
Anecdotally, we know that due to current nationwide shortages
of mental health nurses many registered nurses employed in
mental health settings are not undertaking or do not possess
postgraduate qualifications in mental health nursing and this
threatens to diminish both quality care in mental health settings
and jeopardises the future of the profession.
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To that end, the Australian College of Mental Health Nursing
is establishing a strategy to lobby and influence government
and regulatory bodies regarding the mandated recognition of
mental health nursing qualifications through formal registration
on the professional register. A regulatory approach would
help ensure that only suitably qualified nurses are employed
in mental health nursing positions. Credentialing remains the
only current identifier of a mental health nurse nationally – it
recognises specialist qualifications, but that’s not all – it is also
the peer acknowledgement that a nurse has met the standards
of the profession, including maintaining a higher standard of
professional development and ongoing education, and that they
have specialist experience in mental health. Recognition on the
register and Credentialing are complimentary and important
elements of a quality mental health nursing workforce.
The College is committed to supporting and retaining
the existing mental health nursing workforce in Australia,
expanding and increasing the mental health nursing workforce
and improving safety for mental health nurses through skill
development and supporting culture change. Mental health
nurses are the perfect solution to addressing the increasing
rates of mental health problems and the physical health issues
for people with mental illness.
We are all the College! I know you will support our continuing
efforts to effect change nationally through lobbying, persuading,
and raising awareness with legislative and regulatory officials
to remove barriers for mental health nurses; to provide
services under the NDIS and to include Credentialed mental
health nurses and mental health nurse practitioners as eligible
providers under all mental health related programs – including
Better Access. Mental health nurses comprise the largest group
of health professionals in the mental health workforce and are
critical to the functioning of mental health services. We need to
remain critical, relevant and to articulate who we are and the
difference we make through the care we provide. This is our
continuing challenge in the evolving health landscape!
Eimear Muir-Cochrane
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NEWS BRIEFS
Release of the Safe in Care, Safe at
Work documents

Australian Housing and Urban
Research Institute

To participate, visit: www.surveymonkey.
com/r/NT_mental_health

The reduction or elimination of seclusion
and restraint is a national priority. With
funding from the National Mental Health
Commission, the ACMHN have conducted
a project to develop an Australian version
of the Te Pou adaptation of the 6 Core
Strategies©.

Trajectories: The interplay between
mental health and housing pathways

Please note this survey is open to NT
residents only.

Mind Australia and the Australian
Housing and Urban Research Institute
have partnered in an exciting new
research venture.

Australian Mental Health Prize

Professor Debra Jackson from UTS led
the research process and mental health
nurses from all over Australia contributed
to the pilot process.

Trajectories is a national study that will
develop a clearer understanding of the
relationships between the housing and
mental health pathways of people with
mental health issues, in order to identify
potential points of practical intervention
and key issues for system improvement.

To read the final release of the Safe in
Care, Safe at Work documents, please
visit: www.acmhn.org/about-us/projects/
safe-in-care
Launch of Equally Well in Victoria
– Physical health framework for
specialist mental health services
The Victorian Department of Health and
Human Services released the Equally Well
in Victoria – Physical Health Framework
for specialist mental health services.
The Physical Health Framework is the
first of its kind in Victoria. It describes
a range of initiatives for mental health
organisations and clinicians to work in
partnership with consumers and carers
to discuss physical health in the context
of a recovery plan. This framework
provides information to help mental
health services and clinicians to think
about how to tailor treatment and
strategies to the realities of the daily lives
of consumers.
The framework describes the necessary
elements at the organisation and clinical
practice levels to guide implementation
of physical health in a consistent way
across Victoria. It asks services and
clinicians to use a recovery approach
to physical health, and offer help
to consumers that extends beyond
biomedical screening, diagnosis and
treatment. It asks clinicians to work in an
interprofessional manner to understand
each person’s recovery journey and using
collaborative recovery plans to enquire
about the person’s physical health,
appreciating the complex interplay with
mental illness and how this operates in
the context of the person’s life.
To find out more, visit: https://www2.
health.vic.gov.au/about/key-staff/chiefpsychiatrist/chief-psychiatrist-guidelines/
equally-well-in-victoria

The study will develop a typology of
trajectories (case studies) to understand
typical housing and mental health
pathways. It will also identify failure
points in the housing and mental health
systems—failure points represent missed
opportunities for early intervention,
and potential key points for system
improvement. It is intended that
Trajectories will also contribute to an
improved understanding of the housing
needs of NDIS participants with mental
health issues.
Members of the College has been invited
to participate in focus groups across
Australia. For more information about
the Trajectories project, visit: https://
www.ahuri.edu.au/research/research-inprogress/trajectories
Contact the AHURI team member Dr Luc
Borrowman via email at luc.borrowman@
ahuri.edu.au
Workforce Capacity Building – Severe
and Complex Mental Health Sector
NT PHN is conducting a localised needs
assessment to determine the workforce
capacity building needs of people
employed in the mental health sector
throughout the Northern Territory.
This needs assessment particularly
focuses on those people currently
engaging, or with experience working
with, consumers with severe and
complex mental health conditions.
Conducted via an anonymous online
survey, this needs assessment aims
to identify gaps in capacity amongst
the mental health workforce and
opportunities to address them through
local or interstate training.

The Australian Mental Health Prize
acknowledges those who are doing
innovative work in this area.
Acknowledging those who work or
volunteer in the industry is an important
part of the process to destigmatise
mental illness.
The Prize was established in 2016 by
UNSW Sydney through its School of
Psychiatry, Australia’s pre-eminent
psychiatric research department.
It recognises Australians who have made
outstanding contributions to either
the promotion of mental health, or the
prevention or treatment of mental illness.
Nominations are now open and we are
eager for nominees from across the
country. Please consider those in your
local community who deserve to be
recognised.
For more information and to access
nomination forms, visit the website at
www.australianmentalhealthprize.org.au
Australian Nurses Memorial Centre
(ANMC) scholarship applications for
study in 2020 are open from July 1st
to August 31st
College members may be interested in
the Australian Nurses Memorial Centre’s
(ANMC) scholarships which are offered
to nurses and midwives undertaking
postgraduate study at an Australian
University or accredited higher education
institution.
The purpose of these scholarships is
to increase access to postgraduate
study for nurses and midwives as part
of the ANMC’s mission to act as “a living
memorial” by advancing the nursing
profession through education.
To find out what scholarships are
available or get more infomation,
visit ANMC’s website: www.
nursesmemorialcentre.org.au/
scholarships/

Have you read an article of interest
and would like to share it with
the College members? Email it to
communications@acmhn.org
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MENTAL HEALTH POLICY UPDATE
Emma Coughlan
The mental health sector is currently facing significant reform
on several fronts, including transition of some Australian
government mental health programs to the National Disability
Insurance Scheme (NDIS) and regionalisation of others through
Primary Health Networks.
Parallel to these major reforms the Australian Government
has tasked the Productivity Commission with an inquiry into
mental health focusing on the impact of mental health on
people’s ability for social and economic participation. Mental
Health Australia sees the Productivity Commission Inquiry is a
once in a generation opportunity for significant but incremental
reform to Australia’s mental health system and across the social
determinants of mental health.
Productivity Commission Inquiry into Mental Health

proposed to the sector that it undertakes the following four key
activities:
1.

build a new, unified alliance to advance our goal;
including consumers and carers, non-government
organisations and other organisations, stakeholders,
employers, everyone;

2.

mobilise members of parliaments across the country
to support and advance our cause;

3.

coordinate the advocacy we are doing at state and
territory level with the advocacy we are doing at the
Commonwealth level; and

4.

empower local communities to talk to local members
of parliaments across the country to demand
they support our goal of having the Productivity
Commission’s recommendations implemented.

There is a clear economic and social case for incremental mental
health reform with a large majority of the Australian population
supporting mental health reform. The case for integrating
social and mental health policies and services into a unified
system that supports mental health and wellbeing is not only
morally and socially compelling, it is economically fundamental
(Westacott, 2013).

Mental Health Australia will commence driving this work in the
near future.

Mental Health Australia’s first submission to the
Productivity Commission Inquiry into Mental Health makes
recommendations about the suite and mix of services to the
Productivity Commission alongside the system enablers that
will underpin any further reforms recommended by the review.
In addition, Mental Health Australia is working with KPMG to
provide the Productivity Commission with supplementary
submissions including a targeted global evidence review of
innovative and best practice service delivery models.

Mental Health Australia has begun work with the National
Disability Insurance Agency (NDIA) to improve the pathway to
accessing psychosocial support under the NDIS. This work is
a follow up to the consultations undertaken by Mental Health
Australia last year that resulted in a range of recommendations
that were provided to the NDIA in the NDIS Psychosocial
Disability Pathway Report. The NDIA and Mental Health Australia
have established a small working group (including a mental
health consumer, service providers, and government officials).
So far the group has held very positive discussions around:

The mental health system has been the subject of many
government initiated reviews, some of which have been
implemented albeit in ad hoc ways. In formulating its
recommendations, the Productivity Commission will need to
consider, not just the suite and mix of service but what the
catalysts might be to achieve system change toward a vision.
There are historical barriers to broad scale mental health reform
that exist within current intergovernmental government and
financial arrangements. Working with KPMG, Mental Health
Australia convened a group of experts on intergovernmental
arrangements and the deliberations from this meeting will
inform a supplementary submission to the Productivity
Commission about intergovernmental arrangements in mental
health.
Almost equally as important as instigating this catalyst for
change, will be the approach, through which the Productivity
Commission recommends it is implemented. Mental health
services have historically been subject to significant uncertainty,
short term investment, and inconsistent decision making.
Mental Health Australia has urged the Productivity Commission
to make recommendations that acknowledge and where
possible build on services and system structures that are
working.
In addition, to ensure governments, state, territory and
Commonwealth have no choice but to pay attention to the
Productivity Commission review, Mental Health Australia has
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National Disability Insurance Scheme transition

•

designing elements of the scheme that would better
respond to the episodic nature of psychosocial
disability, and

•

understanding what type of activity the NDIA could
undertake to better support people with psychosocial
disability to prepare to access the scheme.

Mental Health Australia is encouraged by the NDIA’s
genuine engagement in this process and looks forward to
communicating with the sector about the group’s deliberations
as more concrete information becomes available.
Mental Health Australia will continue its strategic advocacy role
both in relation to the Productivity Commission’s Inquiry into
Mental Health and the National Disability Insurance Scheme.
To hear more about this work, please sign up to Mental Health
Australia’s CEO weekly updates via this link:
https://mhaustralia.org/form/sign-our-newsletters
Reference available upon request

Emma Coughlan
Acting Manager, Policy and Projects
Mental Health Australia

ACMHN PROJECT UPDATE
Peta Marks

Safe in Care, Safe at Work
The ACMHN Safe in Care, Safe at Work project is drawing to a
close and we are getting close to releasing the final document.
This project, funded by the National Mental Health Commission,
has enabled us to develop a document focused on supporting
the safety of mental health nurses at work. We know that unless
mental health nurses feel and are safe, that consumers, carers
and visitors to a mental health service will also not be safe. Our
thanks to Prof Debra Jackson and her research team from UTS,
and to Eimear Muir-Cochrane who represented the Board, and
to the ERG including College Members Fiona Whitecross, Paul
Decarlo and Anna Love among others.

ACMHN POLICY UPDATE
There have been a number of important submissions
made by the ACMHN over the past few months. In
particular, we have made a submission to the Productivity
Commission Inquiry in to Mental Health Services, a
submission to the MBS Review process, and a submission
to the Victorian Royal Commission in to Mental Health.
In each of these submissions we focused largely on
workforce development - on the need for better
recognition of the input of mental health nurses into the
system and our value in providing specialist mental health
treatment and care to people with mental illness; on the
need to support more nurses to move in to the specialty;
on ensuring MHNs are supported to work to their full
scope of practice and paid commensurate with other
health professionals.
We have advocated that CMHN and MHNP should
be eligible to undertake a mental health care plan
in primary care and that we should be made eligible
providers through Better Access. We have argued that
MHNs cannot be substituted with people from other
professions or care-workers, and that consumers have a
right to receive treatment from suitably qualified mental
health nurses - in all mental health service settings. We
look forward to updating you on the progress of these
inquiries over the next few months.

The document will be launched in July and available in print (sent
to all acute MH units in Australia) and online.
Improving Social Connection of Older Australians
This two-year project, funded by the Commonwealth
Department of Health, is now in its early pilot implementation
stage. We have been working with two PHNs - Nepean Blue
Mountains PHN and Perth South PHN - to roll out and test
the pilot model which we established, through a co-design
process at the end of last year. It is interesting to see how the
two PHNs are approaching the work so differently - based on
the community development approach, or thought an existing
community services organisation. We know that many older
Australians are living with social isolation and loneliness, and
that this contributes directly and significantly to poor mental
health outcomes - so this project supports one of our goals of
improving the mental health of the community.

Peta Marks
ACMHN National Project Manager &
Professional Development Manager
peta.marks@acmhn.org

JOIN
THE

DISCUSSION

Network with colleagues
and keep up-to-date
through ACMHN Special
Interest Group E-lists.
Discover more:
www.acmhn.org/
special-interest/join-our-e-lists
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MEMBER PROFILE : JENNI BRYANT
Consultation Liaison Mental Health Nursing

At the end of 2018, I embarked on the next leg of life’s journey,
retirement. I initially trained in what was then called Psychiatric
Nursing in the early 70s, where I commenced training as a
General Nurse and a Mental Retardation Nurse (hospital
certificates). When I did my general training, I found myself
caring for people who had significant mental health problems
that were not being addressed. I thought at the time that
working as a mental health nurse in a general hospital would be
an ideal role for me, but I was not aware of Consultation Liaison
(CL) Mental Health Nursing (MHN) nor was I aware of any CL
psychiatry services.
I eventually found a position within CL MHN where I worked
as a Clinical Nurse Consultant in CL MHN for 23 years. It is
a subspecialty of mental health nursing where the nurse
(usually an advanced practice or nurse practitioner level)
provides mental health care to patients in a general hospital
or Emergency Department at the request of another clinician.
My clinical interests included attempted suicide, delirium,
aggression and other behavioural challenges. CL MHN and ED
MH nursing are reasonably new in Australia but have been in the
US for many years.
My team included a CL psychiatrist, two psychiatry registrars
and myself. I could be asked to assess people from all over the
hospital. There were no differences between the people I saw
and those assessed by the registrars.
There is a high incidence of mental health comorbidities in
people with physical illnesses and people with mental health
problems have higher rates of physical illnesses than the general
population. Many referred to our service were experiencing a
range of mental ill health and they could also have a pre-existing
mental health condition. They could be experiencing an anxiety
disorder and having chemotherapy for cancer or a physical
health problem that could mimic a mental health problem such
as visual hallucinations due to delirium. We have also seen
patients who have a new mental health condition that has been
triggered by the stress of physical illness such as PTSD - like
a patient who has been seriously injured in an accident and
requires multiple surgeries and treatment in Intensive Care or
have adverse reactions to treatment such as exhibiting symptom
of mania due to treatment with steroids. Another very common
referral is a suicidal person, either admitted following attempts
to self-harm or someone becoming suicidal while in hospital.
My role was to assess people who were referred to me by the
treating team and suggest a plan of care. One of the important
differences in CL nursing compared to other mental health

nursing roles is that the treating team decides whether to accept
the suggestions of the CL nurse. Most of the time they would
accept my recommendations of care and I would continue to
work with the person and the team. Supporting nursing staff and
other general hospital staff is an important aspect of the role
of the CL nurse. Providing education and being a role model to
the other staff can assist them in caring for people experiencing
challenges with their mental health who are physically unwell
as well as improving their knowledge around mental illness.
We accepted referrals from other clinicians, face-to-face or by
phone. At times it might be unclear as to what the treating team
wanted us to do but I never refused to see someone in my
career.
In Australia, we have a CL Special Interest Group with an email
list and a yearly conference. Seeing most CL nurses work in
isolation, the group and email list have provided support for
many CL nurses, especially those new to the role. I have found it
to be helpful and would recommend you to join via the ACMHN
website.
When asked to talk about where I see CL nursing going in
the future and what advice I would give early career nurses
considering a career in CL nursing. I believe CL nursing will
expand as a subspecialty. There are already some Nurse-led
Liaison Teams that are making terrific development. Some CL
nurses are further specialising by working with a specific medical
or surgical team such as a transplant or a dialysis team.
As to advice for early career nurses, if you want to work in CL,
obtain a variety of mental health nursing experiences. Work
in different roles and do a Masters in mental health nursing.
Finally, I would like to add that most CL nurses stay in CL. I think
this indicates the satisfaction we achieve from our work and I
personally found it very rewarding. I believe I was able to make
a difference, not only to my patients but also to the staff with
whom I worked with. The personal thanks, emails and cards I
received when I left were amazing.

Jenni Bryant has been a long-standing member and Fellow of the
Australian College of Mental Health Nurses. Jenni has also made
invaluable contributions to the College especially through her
involvement with the Consultation Liaison Special Interest Group and
imparted knowledge and dedication to the next generation mental
health nurses. The College would like to thank Jenni for her efforts in
championing the profession and wish her all the best in the future.
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TILTING AT WINDMILLS, OR MAKING A DIFFERENCE IN
MENTAL HEALTH CARE IN THE DEVELOPING WORLD?
David Arthur
It’s nearing 25 years since I starting working overseas, and
began my experiences with developing countries. That makes
me a veteran of working with people in numerous countries
and cultures in South East Asia and more recently in Central
Asia or as the World Health Organisation terms it, the Eastern
Mediterranean Region, more specifically Pakistan is where I
currently reside.
I’m asked ‘why do you work there?’ ‘What drew you there?’ It
is a hard question to answer. Is it my wander lust - the gypsy
in me, or the need to be surrounded by fascinating, different
challenging circumstances? Do I tilt at windmills, or maybe it is
the opportunity to make a difference? The latter is the answer I
prefer.
Working for the Aga Khan University (AKU) which is part of
the Aga Khan Development Network (AKDN) enables us to
bring about change, to make a difference. The AKDN is an
organisation which makes a difference for the poor living in the
developing world in several countries from Afghanistan and
Tajikistan to Pakistan and across to Eastern Africa in Kenya,
Uganda and Tanzania. The AKDN draws funding from the Aga
Khan Foundation and operates not for profit activities in health
care, education and the environment. In my case it is nursing
and midwifery education, and we operate university schools
in Pakistan and East Africa. My school in Pakistan has 650
BScN students and an MScN and PhD programme. We were
established in a stroke of brilliance, in 1985 by the Aga Khan who
noticed the lack of nurses in relation to doctors, and established
the first university nursing school to empower women and make
a difference to health care. Still the leading school in Pakistan
we face many challenges in a country where health care is in
poor shape - where nursing is still plagued by low image and
stigma, and where the very complicated mental health issues
and mental health nursing are very low proprieties. But we make
a difference, and this is the reward.
It often seems easy to solve others problems - where lessons
learned in Australia, from our 40 years of development in
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health care, could be implemented without having to learn
from the mistakes we made. But that is a naïve assumption
and of course culture, timing, capacity and sustainability play
a role. On the other hand, in much the same way that young
people in developing countries will not have to experience the
stationary, clumsy, analog telephone, so too they may benefit
from evidence based mental health practice and not endure the
tertiary, custodial medical-driven mental health system, that we
did.
Yet, sometimes it seems an insurmountable task. The incidence
of neonatal and maternal mortality, stunting and malnutrition in
50 percent of children, high incidence of depression, anxiety and
suicide in adolescents and in the perinatal period. Unfortunately,
the complexities of translating research evidence into practice,
to tackle the increasing global burden of disease attributable
to mental health, led the authors of the Lancet Commission on
Global Mental Health and Sustainable Development (Patel et. al.,
2019) to conclude the ‘Collective failure to respond to this global
health crisis results in monumental loss of human capabilities
and avoidable suffering.’ If we can influence the developing
world to ‘leap forward’ to borrow from the Chinese experience,
we need RNs and mental health nurses working in primary
health care as part of a team which includes family medical
practitioners, who do more than just refer – providing screening,
treatment, in the community and only making referrals to
secondary and tertiary settings when necessary. Gijs Walraven
(2019) makes the point that ‘although the goal of “health for all”
remains unfulfilled in much of the world, there are countries
with primary health care inspired by Alma-Ata with strong
evidence of better population health outcomes and reduced
inequalities at lower cost’, and he reinforces the idea that lower
income countries should avoid the mistakes made by upper
income countries.
But what of Pakistan, and what makes it so unique? I recently
attended a riveting presentation on epigenetics and stress, and
the implications on population health of the unique predisposing
and precipitating factors which are influencing mental health in

Central Asia. Look around at the journals and photos of trauma
and who could not be affected by the journal photos of children
in war zones, left abandoned by wars. But what do we know
of the hidden traumas and the mental status of their mothers,
the teenage girls who may or may not go to school, may live
in violent circumstances, have too many babies, too young,
struggle to breast feed, then, if they both survive, have children
around 50 percent of whom suffer from malnutrition?
The presenter of the lecture was a young MD-PhD
neurophysiologist working on bench to bedside research, from
baby mice to traumatised children, separated from parents and
the parent simultaneously traumatised. The outcome being
altered inherited expression RNA imprinting of behavior being
studied in children of consanguineous marriages in Pakistan, in
care, who had lost a parent early. The conclusion in which the
epigenetic changes in children traumatised early leads to mental
health issues and NCDs, and the likelihood that epigenetics may
explain the reason that so much of the population of Pakistan,
traumatised by persistent war, terror and violent crime not
to mention family violence, may be explained by epigenetic
changes. Clearly in our sphere of work the mental health
issues are complicated by a population having experienced
dislocation and trauma, firstly in 1947 when partition from India
was brutally enforced, then in 1971 when a further barrier was
driven between east and west to create Bangladesh. Then the
ongoing religious, Afghanistan, Kashmir, and disputed territory
border wars. The result being immeasurable trauma, the trials
of being a woman in an oppressive society, and a child deserted,
and traumatised by conflict, separation and human made and
natural disasters.
This is an appalling state of affairs for a country of 200 million
people. Yet a flicker of hope emerges for mental health
interventions in the antenatal and neonatal period, and as a
campaigner for an invigorated, innovative, skills expanding
mental health curriculum, I’m delighted by a recently published
paper (Patel et. al., 2018), which the authors highlighted, we
need to ‘broaden the global mental health agenda from a focus
on reducing the treatment gap for people affected by mental
disorders to the improvement of mental health for whole
populations and reducing the contribution of mental disorders
to the global burden of disease’. The four pillars they advocate
mental health being a public good relevant to sustainable
development in all countries; the continuum of mental health
reflecting the complexity and diversity of the need; the unique
product of social and environmental influences interacting
with the biological, genetic, neurological and psychological

nature of development; and it is a fundamental right. Doesn’t
this approach come into sharp focus when comparing the
opioid crisis in the US with 64,000 deaths in 2016 to probably
nil in Pakistan, and say, the 50 percent incidence of antenatal
depression in Pakistan compared to 12 percent in most
developed countries. Global mental health and SDGs, and an
approach which embraces dimensional, convergence, and
human rights and leads to some of our innovations in global
mental health interventions, should be scaled up. Firstly, tasksharing of psychosocial interventions to non-specialised workers
as the foundation of the mental health-care system. This can be
GPs, midwives, RNs and Family Medical Practitioners. Secondly,
coordination of this foundation with primary and specialist care
to achieve a balanced model of care. Thirdly, adoption of digital
platforms to facilitate the delivery of interventions across the
continuum of care, and fourthly implementation of communitybased interventions to enhance the demand for care (Patel et.
al., 2018).
Despite the mounting odds, we need to keep working to make
a difference, and I urge my Australian colleagues to think about
our colleagues in far off lands, many of them health care heroes,
working in dangerous circumstances, without resources and
facing challenges which are surmountable, with the help of the
global community.
References available upon request
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THE USE OF GROUP SUPERVISION
AFTER A CRITICAL INCIDENT:
A SUMMARY OF PROCESS AND
OUTCOMES.

Brad Roser
This short article aims to highlight the value of Group
Supervision for a team after a critical incident. The teams lived
experience of their group process post incident is summarised
and explored. Importantly this article does not seek to simplify
the complexity of the group supervision process. Rather it aims
to highlight key workings and beneficial outcomes for the team
and the consumer. It is also hoped that this article may expose
readers unfamiliar with group supervision to a potentially new
and positive experience.
Prior to the incident I had engaged with this team to establish
new ways of working with the consumer involved in the incident.
The ways of working aimed at promoting consistency of care
and an ongoing therapeutic alliance. Post incident a containing
space to process their experience was needed (ed. Aiyegbusi &
McMillan, 2009). With my skills and training in group supervision
offering the team group supervision seemed a natural
progression to our ongoing professional relationship.
In preparation I brought butchers paper, pens and the Play of
Life figures (Raimundo, 2002) to the session. The Play of life are
small figures that may be used to build and represent the “scene
or narrative” brought to supervision aiding the exploration of
the event, with roles and relationships of the people involved at
a point in time explored as part of the process (Justice Health,
2010).
Gathered together the incident was acknowledged and the
space offered to allow the team members to talk about their
experience and feelings. Basic group work ground rules (Helen
& Douglas House 2014) confidentiality and allowing each to
speak without interruption were reiterated from our previous
work. Initial discussion identified the team’s need to focus
the session on the consumer involved in the incident. Group
discussion identified the consumer as having three worlds:
his inner world within his own psyche; his immediate world in
the hospital; and his outside world external to the hospital.
The group was encouraged to represent these and three
concentric circles were drawn on butchers paper to represent
them. Two questions were posed to the group: What are the
consumer’s worlds like and how do his worlds feel? Here the
Play of Life figures were used to represent the consumer and his
connections and experience to each world. The group was then
encouraged to describe in words the consumer’s experiences
of each world and these were written in the appropriate circle.
To represent the consumer’s inner world, the group used an
adult figure looking outwards standing over a child figure laying
down representing a traumatic past. Words acknowledging a
traumatic past of abuse, loss and sorrow filled the space. These
words included shit, damaged, hopeless, lost, confused and
frightening. Time was taken to explore these before moving into
his immediate and external worlds.
The roles of the group members in the consumer’s life were
identified and written into his immediate world, “the empathic
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Brad Roser presenting at ACMHN 2018 in Cairns.
carer”, “the confidant supporter”, “the treatment enforcers” were
some of the roles identified by the group.
The groups post incident feelings were also explored providing
an opportunity to define and explore transference and
countertransference. Here fear, anger, disillusionment, sad, and
abused emerged and were written into his immediate world. The
team’s feelings and reactions to the incident were acknowledged
and explored.
Finally, three lone figures were placed in his outer world, his
parents and foster mother, all looking outward and away
from the consumer’s two other worlds representing his
abandonment.
On reflection what emerged was the groups’ identification
with the stark reality of the consumer’s life of trauma and
abandonment. The group’s empathy was palpable with time
given to acknowledge and articulate their feelings.
In time two final questions were put to the group to consider.
How will we work with him now? What does the team need
going forward? The team identified several areas for potential
development including a designated consumer team, rotation of
staff each shift and debriefing post engagement.
In conclusion the safe reflective space had enabled new insights
and a greater understanding of the consumers worlds to
emerge. The space also allowed the team to hear and support
each other and begin the process of healing after the critical
event.
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ABORIGINAL SOCIAL AND
EMOTIONAL WELLBEING IN AN
AUSTRALIAN URBAN COMMUNITY
Matthew James
The mental health and wellbeing of Indigenous people across
the globe is an area of great focus, no more so than in Australia
currently as Indigenous health was one of the key issues in the
recent Federal Election. The social and emotional wellbeing
of Australia’s Indigenous People (Aboriginal and Torres Strait
Islander people) is an area of disadvantage and inequity the
Australian government and nation as a whole continues to
grapple with. The release of the recent Closing the Gap – Our
Choices Our Voices report (The Lowitja Institute, 2019; Prime
Minister and Cabinet, 2019) highlights limited gains in the
health and wellbeing of Indigenous Australians. The gap in life
expectancy is widening not closing - Indigenous people continue
to die early due to preventable chronic health diseases, the
incidence of mental distress and disorder and the incarceration
rate of Indigenous Australians is disproportionately high in
comparison to non-indigenous Australians.
Tharawal Aboriginal Medical Service (AMS) is based in Airds,
NSW and celebrated its 35th year of operation in 2018. Tharawal
AMS provides healthcare, social and cultural support services
to Indigenous Australians across South West Sydney. Tharawal
AMS is an Aboriginal community controlled health organisation,
independent of the government, independent of primary health
networks and independent of but aligned in principal to other
Aboriginal Medical Services across Australia.
The Byala team, Byala meaning ‘Let’s Talk’ in the local Dhawaral
People’s dialect is a multi-disciplinary team made up of seven
staff. The team is led by a Mental Health Nurse Practitioner
(MHNP) and includes an Aboriginal mental health worker,
Aboriginal drug and alcohol worker, Aboriginal youth worker
and a psychologist. Access to a second psychologist for two
days of the week and a child psychologist one day a week. The
Byala team provides direct service to Indigenous Australians
aged five years and older. Services are delivered in a number of
modes including individual and group, office based and outreach
(including hospital visits, home visits, school visits and other
service visits). To meet the needs of our target community both
appointment based and walk in clinics are offered. 71 percent of
the Byala team are Aboriginal.

Matthew James second from left with the Byala team members.

MHNP is a key element that allows the team to manage a wide
spectrum of presentations and levels of acuity.
The Byala team works from the belief that connection to land,
culture, spirituality, family, and community are important to
people and impact their wellbeing.
The practice of this belief is reflected in the mix of clinical, social
and cultural services and programs run by the team members –
from twice weekly nurse practitioner mental health / drug health
walk in clinics, psychology sessions, cultural art group, fortnightly
psychiatry clinic, twice weekly youth cultural dance groups and
regular community wake / memorial events.
The success of the Byala team is grounded in the fact that
Tharawal AMS is a community controlled and run organisation
for the local Aboriginal Community by the local Aboriginal
community that places equal importance on the complimentary
role of clinical and cultural staff. We are a service run by the
community - we serve and are accountable to the community we
serve.
References available upon request

The Byala team sits within Tharawal’s Social and Emotional
Wellbeing (SEWB) team supporting a manager, social support
worker, two housing support workers, home support worker
and a Bringing Them Home worker (reconnecting the Stolen
Generation) to provide broad social and emotional wellbeing
support to the community.
The Byala team is a partnership of clinical and cultural staff.
Our local Primary Health Network (PHN) funds the staff through
mental health stream funding or drug health stream funding.
Our MHNP is funded jointly through both mental health and
drug health streams. Our MHNP coordinates and provides
service across both mental health and drug health areas,
comorbidity is overwhelmingly the rule not the exception.
The extended roles, broad education and competence of the
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Tharawal Aboriginal Corporation
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GLOBAL CHALLENGES FACING MENTAL HEALTH NURSES:
THE SAFE AND PROFICIENT USE OF DIGITAL THERAPEUTICS TO
ENHANCE MENTAL HEALTH RECOVERY
Rhonda Wilson
Globally, nursing practice is required to adapt to a digital health
context to support the routine care and recovery of patients
across a broad range of conditions, with governmental policy
and funding encouraging digital health implementation. E-health
has two main domains, the first and more familiar to many,
involves the computer systems, informatics and digitalization of
the health service systems that many of us will be familiar with,
for example, electronic patient records (EPR) and the computing
programs that we use as an architectural basis for health
information record keeping and information exchange within the
health service/s.
The second E-health domain is the rapidly growing area of
delivery of clinical intervention using technology to assist us
towards achieving therapeutic outcomes for our clients. It is
this domain that is changing the landscape and integrating a
cyberscape into the places where we practice as mental health
nurses, and adds a rich new diversity to the clinical interventions
that we deliver.
Increasingly, we are expected to use technology to enhance the
recovery of the people we provide nursing care for, with some of
us finding it challenging to adapt to and develop the digital skills
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needed as a basis for E-mental health practice. Conversely, the
people we care for are generally digitally literate, capable and
expecting us to interact with them, and deliver our interventions,
using technological means. The challenge for mental health
nurses throughout the world is to become proficient and safe
digital mental health practitioners, administering precision and
tailored digital therapeutics to promote therapeutic outcomes
for real people, who expect to receive health services in digital
formats – the rise of the cyber clinic is upon us.
In the clinical setting, the terms used to describe digital
health interventions can be confusing with some ambiguity of
terminology. Therapeutic digital interventions have a more directly
clinical connotation, inferring the use of technology to enhance
the recovery of individuals, or to promote the health and wellbeing of individuals and populations. Digital therapeutics can
be delivered using any type of software or digital hardware
device that can safely and securely support patient assessment,
monitoring, and treatment. Digital therapeutics are especially
suited to nursing care that targets patient behavioural or lifestyle
modifications, or remote monitoring to improve chronic disease
outcomes.

A growing number of platforms, software and devices make
it possible to conduct health interventions in new, timely,
innovative and effective ways. While there are interesting new
digital therapeutics to treat health problems, occasionally there
are new health problems emerging for people arising from
their interaction with digital environments. Thus, there are
both clinical solutions to health problems, but there are also
health problems that arise from the use of digital technology,
and nurses will need to on the one hand become competent
in the digital therapeutics, and also be prepared to assist
a small number of people who become unwell as a result
of their personal use of digital technologies (For example:
Gaming Disorder WHO ICD-11). This circumstance illustrates
the importance of nurses utilizing sound clinical decision
making to ensure the right digital therapy is applied to the right
circumstance to support health promotion and recovery each
time it is prescribed or administered.
The safe administration of digital interventions
It is difficult for people to determine the credibility, usefulness,
and effectiveness of the 350,000 health apps currently available
in app stores. Increasingly they will need to rely on nurses, and
other health professionals, to provide expert professional advice
regarding the selection of suitable self-care and blended-health
care digital resources. To do this, nurses will need to be able
to determine the validity, effectiveness and suitability of digital
therapeutics to provide safe health care advice, based on best
practice standards. Mental health nurses should consider the
following factors when administering suitable digital therapeutics
in the delivery of their plans of care:

8 Rights for Administration of Digital Therapeutics
1.

Right digital therapy: right prescription and
administration of digital therapy guided by
matching clinical evidence-base with the digital
treatment

2.

Right person: does the person possess the digital
literacy skills required to engage with the digital
intervention?

3.

Right condition: has the digital intervention been
shown to be useful, effective and safe for the
condition previously?

4.

Right dose: how many exposures to digital therapy
are ideal to produce a clinical effect?

5.

Right time: is there a specific time for
administration? Is there a specific sequence that
should be followed (e.g. module 1 should precede
module 2?) What would occur if a treatment
exposure or module is missed or taken out of
sequence? Is real-time intervention critical to
effect?

6.

Right (route) platform or device: which device is
best suited to delivery of the intervention? Does
the person have access to a suitable device? What
are the threats to success (e.g. loss of internet
connection? Data privacy?) And how can these be
best managed? Does the screen experience or
design align with the person’s age, digital literacy,
vision, motivation, lifestyle…?)

7.

Right evidence: is there a scientific evidence base
to ensure the conduct of evidence-based digital
intervention nursing practice? How can it be
certain that there are no adverse side effects, or
unintended harms? Or, how can these be ethically
managed?

8.

Right effect has been achieved, monitored and
documented after administration: how will
effectiveness of the treatment be monitored and
assessed? Under what circumstances will it be
discontinued?

Wilson, R.L. 2018. The right way for nurses to prescribe,
administer and critique digital therapies.

Workforce and innovation development
One of the biggest challenges of our time, is developing a
workforce of mental health nurses willing to develop competent
skills and literacy in regard to the principles of safe and effective
administration of a digital intervention underpinned by the
best quality evidence available to support their nursing practice
overall. To do this, educators are challenged to rethink the post
graduate educational needs of the mental health workforce, and
researchers will need to collaborate with clinicians, consumers
and computing health specialists to design the therapeutics
with precision and effectiveness. For my part, as a mental health
nurse, my work is committed to the professional development
of an E mental health workforce, and innovative therapeutics, in
collaboration with national and international nursing and multidisciplinary researchers. Our goal is to develop reliable and safe
digital interventions for implementation in contemporary mental
health nursing practice designed to improve the therapeutic
outcomes and ease mental health distress of people in the
hardest to reach places on earth – many of them in our own
back yard in rural and regional Australia.
References available upon request
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THE INTERNATIONAL SUMMIT ON TRAUMA - WORLD FEDERATION FOR
MENTAL HEALTH (28-30 NOVEMBER 2018, HOUSTON TEXAS USA)
Julie Millard
The World Federation for Mental Health (WFMH) is an
international voluntary membership organisation that was
founded in 1948. The mission of WFMH is to promote mental
health awareness and to advocate for better recovery focused
interventions among all people in all nations. The internationally
recognised World Mental Health Day is an initiative of WFMH
and was first celebrated on 10 October 1992. The theme for
2019 is Suicide Prevention.
As recently seen with the tragedy in Christchurch, and the floods
in Zimbabwe the world is continuing to experience waves of
violence, human rights abuses and disasters. Trauma and its
potentially long-lasting effects are becoming major mental health
crises in the world.
The focus by the global media on the progression of an event
or crisis does little for people and population groups who are
experiencing the trauma, or for the serious, immediate and
long-term mental health consequences. Mental health support
services may not be available thereby compromising the mental
health recovery of individuals, communities and nations.
The WFMH hosted the International Summit on Trauma in
Houston, Texas on 28-30 November 2018, with the theme
being: Impacting Trauma: Issues and Opportunities.
WFMH believed bringing people together at a summit would
provide a united focus on the effect of trauma, the extent of
trauma induced disability and mental health concerns, and give
time to identify strategies and policies that governments and
other agencies can adopt to minimise the immediate and future
cost of trauma and consider strategies needed to enable people
to live an optimal life, whilst interrupting the cycle of abuse and
trauma.
The Summit was undertaken through Open Space Technologies,
a format that focuses on one theme, providing diverse
participants an opportunity to explore complex issues and
ideas. There were no scientific or guest speaker presentations,
with WFMH Board members acting as hosts and participants.
The three-day process began without a formal agenda, beyond
the overall purpose or theme of the summit. All participants
shared an equal voice in the process, which is effective in the
collaboration and consideration of solutions to complex, and
often overwhelming problems.

Participants at the Trauma Summit
Over the first two days small groups developed notes about selfselected topics to share with the rest of the Summit participants.
On the third day, the accumulation of all the work undertaken in
the previous two days was collated for determination of priority
issues.
There were 31 topics discussed at the Summit, with the following
examples:
Emotional neglect and
sexual abuse in childhood

Intergenerational trauma
following events such as
genocide

Sex trafficking

Refugees and culture

Trauma of loss

Mutuality healing through
shared stories

Childhood trauma - restoring The intersection between
an innocent mind
mental health, trauma and
intellectual disabilities
Finding resilience from
disaster

LGBTQI issues

Re-traumatisation in mental
health

Peer support

I facilitated a group that discussed ‘Supportive and therapeutic
communities for people living with mental health issues and complex
trauma’, with all giving support for the creation and maintenance

Participants who attended identified as people with lived
experience of mental health issues, peer workers, Certified Peer
Specialists, carers, nurses, academics, psychiatrists, allied health
professionals, employees of government and other agencies and
policy makers.
People participated from Uganda, Argentina, Kenya, Israel, South
Africa, Australia, Canada, America, Taiwan, India; and the United
Kingdom.
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Future leaders in mental health reform: Sarah Tushemereirwe,
Uganda and Arushi Sethi, India

of person led, holistic and therapeutic communities, distinct
from an institution. Two models discussed were:
1. Trieste Italy - the country changed the law and closed its
psychiatric institutions in one city in 1980. The government set
up 24-hour holistic community mental health centres in local
neighbourhoods, respite services run by peers, and opened
homes for people and their families. It has since created social
enterprise businesses for training and employment of people
living with a mental illness. There is no psychiatric hospitalisation
in Trieste.
2. Australia - the Clubhouse model of psychosocial rehabilitation
established in Sydney in 1994 was a traditional drop in centre.
It has now morphed into a facility that is based on open
dialogue and the individual recovery journey, and includes
work ordered days, recovery courses, advocacy and skill
development programs, whilst always member directed. People
are acknowledged as having intrinsic values and strengths, with
a focus on meaningful contribution to the Clubhouse and the
community.
The small group determined that for any such community to
be successful it requires that all people providing support, i.e.
peer workers, clinicians including nurses, allied health staff,
psychiatrists, emergency medical staff, general practitioners,
social workers and administration support staff must be trained
in recovery orientated practices and trauma informed care.
It is essential that wide support across a nation occurs that
recognises the importance of the social and emotional wellbeing
of its citizens – without national support the view of mental
illness and the discrimination and stigma that often occurs is
unlikely to change.

networks, and their recovery journeys that led them to become
advocates for their region or country.
Outcomes
The major outcome of the Summit was a collective of priorities
and desired steps for future action. A Call to Action is now being
developed by the WFMH, and will include a definition of trauma,
ensure culturally sensitive interventions and support for all
people and the need to avoid re-traumatisation.
Since the Summit the WFMH has released a Declaration on
the Mental Health Human Rights of War and Civil Conflict,
condemning all forms of discrimination and human rights
violations toward vulnerable populations, especially children
(WFMH, 2019).
In addition, the WFMH plans to establish an International Day of
Trauma – on 1st September each year. This date was chosen as
on 1 September 1939 the greatest catastrophe occurred - the
Second World War. Between 40 and 60 million people died as
a result of the bombings and as victims of the genocide against
minorities. It is considered to be when the greatest number of
human rights violations occurred in the world.
Reflection
After the Summit I spent a week reflecting on all that I had
learnt and soaking up the ambience and jazz of New Orleans.
The Summit was a great experience; to have the opportunity
to listen to personal recovery stories, to be heard, and to
consider the diversity of trauma related events and their impact
on individuals, their families, communities, and nations. What
was reinforced to me is that understanding, compassion,
kindness and connectedness are the tools needed for individual,
community and national recovery and growth.
References available upon request

Prosumers (Prosumers International) from Texas USA.
Critical Issue
Throughout the Summit childhood trauma was identified as
a critical issue. It has played a major role in the global rise of
mental health disorders, young adult suicide, and increase in
alcohol and substance abuse. According to the World Health
Organisation, 1 in 4 people will experience a mental health
disorder, with half of all disorders beginning by the age of 14
years, with three-quarters of people experiencing mental health
issues by their mid-20s (WHO, 2001).
A number of Summit participants shared their personal stories
of childhood, disaster and cumulative trauma, their support

Julie Millard is a Credentialed Mental Health Nurse, Consultant
in Mental Health and Director for the World Federation for Mental
Health. Julie works with diverse state and federal community
managed and government organisations providing education and
training, capacity building and the development and implementation
of health and community projects. Email juliemillard@bigpond.com
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THE IMPORTANCE OF SELF-CARE
AS MENTAL HEALTH NURSES

The therapeutic use of self involves the carriage of human bodies
in physical environments, and mental health nursing very much
uses this theory in practice. Non-verbal cues and body language
present part of the way we can use our clinical skills to build a
relationship or break down barriers.

Bridget Hayes

Every day in the workplace, mental health nurses educate people
about the benefits of physical health and mental wellbeing. As
nurses, we understand the physiology and phenomenology of the
‘well’ body. In practice, the ability to care for ourselves is sometimes
a task that falls behind. Prioritising clinical care instead of taking a
toilet break or a walk, eating foods which do not nourish the body
but take little time to prepare and consume, are some examples
of ways in which we do not give ourselves the chance to maintain
overall wellbeing. We are obligated to maintain a physical wellness
because the body serves us to travel in this world, and to engage in
the work we do.

The concept of self-care for mental health nurses can be an
elusive and challenging concept. It is a notion which has wideranging impacts across personal and professional fields. The
recent release of NMWBA’s Code of Conduct (2018), along with the
ACMHN Standards of Practice (2010) provides a framework which
reinforces the responsibility of nurses to maintain self-care, in
order to care for others.
The ACMH Standards of Practice (2010) talk about the
performance, skills and attributes of those individuals who have
undertaken specialist training to become mental health nurses.
Further, the document makes reference to “recognising the human
rights of people affected by mental health issues…” It is arguably
valid, therefore, that mental health nurses have the responsibility
to recognise their own skills, attributes and limitations as people
who may be affected by mental health issues. This concept
encompasses self-care and vicarious trauma in the workplace.
Mental health nurses care for people across a variety of settings,
who experience transient or enduring mental ill health. Some of
the people we provide care and support to are some of the most
marginalised and vulnerable people in our communities. They may
have a diagnosed mental health problem, or be experiencing a
transient period of mental instability for a variety of reasons. They
share their experiences with us, and often there is a perspective
that nurses are somehow impervious to the trials and tribulations
that come with the territory of working with people who are unwell.
As discussed in many scholarly and editorial writings, there are
differences between stress, burnout and compassion fatigue.
Common experiences of nurses include long shifts, prioritising
others, dealing with stress and grief (Ericksen 2018), which has
potential to impact a nurses’ personal life. The process of self-care
encourages the thoughtful consideration of how work-related
hazards can impact a nurse as a person, not just as a professional.
As mental health clinicians, we aim to support the the principles of
recovery-oriented and strengths when providing care to those with
a lived experience of mental ill-health. There is an expectation that
mental health nurses have an understanding of the impacts mental
ill-health can have across a person’s life, and yet the practice of
self-care is often neglected to prioritise other responsibilities, or
under the premise that “I don’t have time”.
The Nursing and Midwifery board of Australia released a code
of conduct for all nurses on March 1, 2018. In this document
reference is made to our responsibility for nurses to “promote
health and wellbeing for people and their families, colleagues, the
broader community and themselves and in a way that addresses
health inequality”. The health and wellbeing principle makes
specific reference to our responsibility as nurses to “act to reduce
the effect of fatigue and stress on (their) health”, which can be
further explored to emphasise the concept of self-care.
The NMBA code of conduct advises to seek help and advice when
unwell or “impaired in their ability to practise safely”. Implicit in this
statement is the self-awareness regarding wellbeing, along with the
professional responsibilities and boundaries practising as a nurse
entails. The expectation here is to understand our own limits as
people and professionals, recognising when our own health care
must take priority.
We use our bodies on a daily basis. They provide us with a vehicle
in which we can work and play. We consider the physical health
needs of consumers and at times neglect our own. With our
physical self, we care for, defend and protect ourselves and others.
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The concept of trauma has a number of implications for health
professionals. A very high percentage of people who access mental
health services, have experienced trauma at some point in their
lives. There is increasing evidence regarding the neurological
and psychological effects of trauma on the way people perceive
themselves and the world around them. In turn, mental health
nurses are exposed to vicarious trauma in the workplace. This
can be through the re-traumatising experience of inpatient
admissions, the stories consumers share with us, and sometimes
the violence and aggression we witness or intervene in. Adverse
incidents, particularly serious events such as the death of a
person in an inpatient mental health setting, impacts on the
health of the organisation as a whole. This has the potential to
change the culture, and the subculture of the workplace which
has significant implications for the individuals within it. The ability
to perform self-care in a reflective and meaningful way as an
individual, has the potential to increase resilience in the workplace.
Respect; responsibility; agency and hope are things that relate
to maintaining wellness along with nursing standards of practice
and our code of conduct. . Feeling empowered and supported are
things that enhance efforts at self-care, and are shared by nurses
and consumers.
The people we work with across a variety of mental health care
settings share with us a range of lived experiences that have
impacted their journey through life. Sometimes the stories we hear
hit close to home; at other times they seem totally unfathomable.
The life experiences people share with us leave some mark in our
own lives; positive or negative. Occasionally, we as health clinicians
have also had a lived experience of mental ill-health. Engaging
in self-care can support us to maintain a healthy boundary from
where we end and the consumer begins. Things like transference,
disclosure and other occurrences we know can impact a
therapeutic relationship, with appropriate boundaries part of the
responsibility we hold as professionals in the mental health setting.
Mental health nurses spend a lot of time with facilitating and
supporting consumer recovery from mental ill-health. Part of this
includes wellness and safety plans, which requires a degree of
self-contemplation and understanding. As clinicians we expect that
people are able to recognise what might be a sign that their health
is deteriorating, and that they will take the initiative to address
it before things potentially become worse. In this vein we must
consider what in our environments may impact our mental health
and wellbeing, and how to navigate these challenges when they
arise.

Bridget Hayes
Clinical Nurse Consultant
Adult Community Mental Health Services
Nowra Community Mental Health Service
bridget.hayes@health.nsw.gov.au



2019 Trauma Education
presented by Dr

Leah Giarratano
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PLAN OR ACT NOW TO SAVE ON THE FEE

Two highly regarded CPD activities for all mental health professionals: 14 hours for each
activity Both workshops are endorsed by the AASW, ACA and ACMHN – level2

One new, and four revised, trauma texts by Leah are now available
• Clinical skills for
treating post-traumatic
stress disorder
Treating PTSD: Day 1 - 2

This two-day (8:30am-4:30pm)
program presents a highly practical and
interactive workshop (case-based) for
treating traumatised clients; the content
is applicable to both adult and
adolescent populations. The techniques
are cognitive behavioural, evidencebased, and will be immediately useful
and effective for your clinical practice.
The emphasis is upon imparting
immediately practical skills and up-todate research in this area. In order to
attend Treating Complex Trauma,
participants must have first completed
this ‘Treating PTSD’ program.
22 - 23 August 2019, Darwin CBD
19 – 20 September 2019, Auckland CBD
31 Oct – 1 Nov 2019, Brisbane CBD
7 – 8 November 2019, Sydney CBD
21 -22 November 2019, Melbourne CBD
11 – 12 June 2020, Perth CBD
18 – 19 June 2020, Adelaide CBD

Clinical skills for treating
complex traumatisation

Treating Complex Trauma: Day 3 - 4
This two-day (8:30am-4:30pm) program
focuses upon phase-based treatment for
survivors of child abuse and neglect. This
workshop completes Leah’s four-day
trauma-focused training. The content is
applicable to both adult and adolescent
populations. The program incorporates
practical, current experiential techniques
showing promising results with this
population; techniques are drawn from
Emotion focused therapy for trauma,
Metacognitive therapy, Schema therapy,
Attachment pathology treatment,
Acceptance and commitment therapy,
Cognitive behaviour therapy, and
Dialectical behaviour therapy.
1 - 2 August 2019, Melbourne CBD
8 - 9 August 2019, Sydney CBD
15 - 16 August 2019, Brisbane CBD
29 – 30 August 2019, Darwin CBD
5 - 6 September 2019, Perth CBD
12 - 13 September 2019, Adelaide CBD
14 - 15 November 2019, Sydney CBD
28 - 29 November 2019, Melbourne CBD

Registration form: ACMHN Members

Program fee
for each activity
Early Bird $795 each if you
register more than three
months prior to the workshop
date
Normal Fee $895 each if you
register less than three months
prior to the workshop date
Pay in 2- 3 instalments by bank
transfer. Minimum three
months prior to workshop.
Program fee includes GST,
program materials, lunches,
morning and afternoon teas
on both workshop days.
For more details about
these offerings and books by
Leah Giarratano refer to
www.talominbooks.com
Limited places available at
each workshop so register
early to avoid disappointment
Please direct your enquiries
to Joshua George,
mail@talominbooks.com

Please circle the number of workshop/s you wish to attend above and return a copy of this completed page via email
Payment method is Electronic Funds Transfer. An invoice with our banking details and payment reference will be emailed to you
Name:

Dietary Requirements

Address:
E-mail:

Mobile:
Simply complete the information above, scan and email this page to mail@talominbooks.com
A receipt will be emailed to you upon processing. Attendee withdrawals and transfers attract a processing fee of $77.
No withdrawals are permitted in the ten days prior to the workshop; however positions are transferable to anyone you nominate.

IN AN ACUTE SETTING, WHAT IS AN ‘OBSERVATION’ OF A CONSUMER’?

Scott Trueman

Often in acute mental health units, consumers are required to
be observed and sighted at regular intervals. This is usually as a
result of what is assessed to be a heightened risk of self-harm
or risk of attempting suicide. The merits or otherwise of such
a nursing task is not the issue of this article. The issue is what
amounts to an ‘observation’ in such circumstances so as to
meet the professional standard required for caring for such a
consumer?
This event has previously been written when it was investigated
by the relevant coroner. This article relates to the disciplinary
investigation/case concerning the same incident. The hearing
involved three nurses and their conduct, professional behaviour
and consideration of circumstances following the death of a
consumer in a psychiatric Intensive Care Unit (PICU) and the
requirement for close, no less than 15 minutely observations.
This case arises from the death of AR, a young 18-year-old
woman who took her own life while an inpatient consumer in a
PICU. At the time of death, she was an involuntary consumer/
patient. Having been admitted the previous evening on the basis
that she was a ‘high suicide risk’. The assessment was made
following an examination by a psychiatric registrar who was
informed that she had recently made an attempt to hang herself
while a voluntary inpatient at the same hospital.
AR was under ‘close observations’ involving no more than 15
minute intervals between observations. Despite this she was
able to construct a noose from a bedsheet, attach it to the door
handle on the outside of her bedroom door, and then hang
herself in the period between 6.30am and 7.25am on 19 March
2015. This took place in full view of the nurses’ station in the
unit, which was approximately 10 to 12 metres away. The sheet
and bedroom door were both white and the hallway poorly lit.
While the nurses present assumed that from 6.45 onwards AR
was standing half behind her half open door watching them, she
was in fact dying, or already dead.

At the heart of this case is what constitutes an ‘observation’ in an
acute mental health hospital setting.
Pursuant to the relevant heading ‘close observations’ the
relevant clinical policy/procedure provided:
“The clinical staff member must sight the patient at
random intervals of no more than 15 minutes.
This intervention may be an appropriate intervention when
there are indications that the patient (consumer) may
be at risk either from suicidal or self-harm behaviours,
or they are particularly vulnerable within the inpatient
environment but they do not require one to one nursing
care.”
The Tribunal discussed the central issue,
“The position of the nurses was, in essence, that a ‘sighting’
of the patient (consumer) every 15 minutes was sufficient
to meet the literal minimum requirement of ‘close
observations’ stated in the relevant observation policy, and
thus discharge their professional duties. Such a sighting
could be undertaken while walking past a patient’s
(consumer’s) open door while the patient (consumer) was
inside the room, walking past the patient (consumer) in the
corridor, or observing that patient (consumer) in any area
visible from the nurses’ station.”
In response/reply,
“… the position of the HCCC, accepted by the Tribunal, is
that an ‘observation’ of a patient in an acute mental health
setting involves an exercise of professional judgement
that is necessarily qualitative as well as quantitative. As
discussed below, we find that an observation, however
often it is undertaken, requires an assessment of the state
of health of the patient (consumer) in order to determine
whether they are deteriorating, or are at increased risk. As

ROOM TO RENT
Sunny and spacious room to rent in a shared practice of
clinical psychologists, psychotherapists and couples counsellors
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Available for the week, or per day
Waiting room
Shared landline available
Location: Ultimo (Sydney)
Close to Central Station and CBD
Cost: $120 per day or $600 for the week
Contact: Brendan McPhillips on 0414 294 047 or email brendan55@me.com

such we find that all four respondents (nurses) have failed
in their professional duties, but to varying degrees, relative
to their levels of responsibility and their period of contact
with the patient (AR).”
An ‘expert witness’ (M) called to assist the Tribunal stated that she
was not critical of the practice of staff in conducting sightings
of patients (consumers), sometimes from a distance, as part of
their ‘close observations’, on the basis that this was the literal and
expressed minimum requirement of the procedure at the time.
However, in oral evidence M stressed that the literal wording of
the procedure had to be read against its ‘spirit’ which is to keep
patients (consumers) safe. ‘Observations’ are to ensure that a patient
(consumer) is safe, alive and well. ‘Observations’ she stated provide
an opportunity to assess the consumer’s mental state and any risk
factors.

in Charge (NIC) was responsible for overseeing that
all patients (consumers) were appropriately observed
and attended to. It bears repeating that this was an
intensive care unit. Yet the NIC allowed observations
to be recorded based on sightings made down dim
corridors at considerable distances, and consequently
allowed a patient (consumer) who was a young suicidal
new admission to remain unattended for over an hour,
possibly as long as two hours, despite the fact that she
was awake and up in the early hours of the morning.”
The hearing illustrates that despite ‘observations’ sometimes
being mundane, tiresome, neglected due to work and competing
time pressures and routine, they are vitally important and if not
undertaken can have serious professional consequences not
just for the consumer but also staff.

Hence, expert witness M explained her view that in undertaking close
observations of consumers over a period of time, mere sightings
must to be interspersed with engagement in order for clinical staff
to be able to undertake an assessment of a patient (consumer).
Sometimes this might involve direct questions, other times it could
be ‘therapeutic loitering’, looking for non-verbal cues or changes
in behaviour, letting the patient (consumer) know that one (nurse)
was available, and trying to building trust over time. Further, any
indications of a decline or other change in mental state should be
followed up with an increase in engagement stated witness M.
Tellingly, witness M raised two further issues. Firstly, that a
mental health patient [consumer] stirring in the early hours of
the morning was a factor which she would regard as an alert to
trigger heightened concern by nurses, and secondly, periods that
are particularly dangerous for a consumer, who is at risk of suicide
include times of transition, such as staff handover.
Various findings of systemic and personal failings and/or
misconduct were found in relation to the staff. In so doing the
Tribunal damningly stated,

Dr Scott Trueman is a mental health nurse, ACMHN Board
Director, Chair of the ACMHN Finance and Audit Committee and
former lawyer.

“In particular in a team nursing environment in which
not one nurse was responsible for a patient, the Nurse

Children’s Health Queensland Hospital and Health Service
Child and Youth Mental Health Service

Are you passionate about adolescent mental health?
In early 2020, Children’s Health Queensland will open a new purpose-built mental health extended treatment
and rehabilitation centre for Queensland adolescents experiencing severe and complex mental health issues.
The centre, in Chermside, Brisbane, will deliver 12 residential beds alongside a 10-place day program delivered in
partnership with the Department of Education.
The centre will provide mental health care integrated with educational and vocational training for young people in
a safe and therapeutic setting by a multi-disciplinary team, providing diagnostic assessment, and individualised,
family and group evidence-informed clinical interventions and therapies.

For more information, visit our website www.childrens.health.qld.gov.au/aet-recruit
To register your interest, email your CV to AETService-Recruit@health.qld.gov.au
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OUT & ABOUT

ACMHN

WITH THE CEO

EVENTS

June 2019
•
Primary Health Network (PHN) Mental Health Lead Site
Evaluation Advisory Group, Canberra

June 2019
Friday 7 June 2019

•

ACMHN Finance, Audit & Risk Committee,
teleconference

•

National Mental Health Commission NSW – Workforce
Roundtable, Sydney

•

ACMHN Board of Directors meeting, Canberra

•

Mental Health Professionals Network (MHPN) Finance,
Audit & Risk Committee meeting, Melbourne

Monday 17 June 2019

•

Mental Health Professionals Network (MHPN) Board
meeting, Melbourne

North Fitzroy Arms, 296 Rae Street, North Fitzroy VIC

•

Mental Health Professionals’ Association (MHPA)
meeting, Melbourne

•

ACMHN Council of Branches meeting, teleconference

July 2019
•
Mental Health Advisory Body meeting, Canberra

Victorian Branch Mental Health Nursing Forum
The Carson Conference Centre, ANMF Building
535 Elizabeth Street, Melbourne VIC
10.00am – 4.00pm

Victorian Branch Meeting
6.00pm – 8.00pm
Friday 21 June 2019
Northern Territory Meeting
NT Government Wanguri electoral Office/Community Room
Hibiscus Shopping Centre

•

Mental & Critical Care Health Symposium, Sydney

8 Leanyer Drive, Cnr Vanderlin & Leanyer Drive, Leanyer NT 0812

•

Beyond Blue – Clinical Risk & Quality Sub-committee,
teleconference

July 2019

•

Mental Health Professionals Network Executive
meeting, teleconference

No Scheduled Events

•

ACMHN Finance, Risk & Audit Committee,
teleconference

August 2019

August 2019
•
Equally Well Implementation Committee meeting,
teleconference
•

Beyond Blue – Clinical Risk & Quality Sub-Committee
meeting, teleconference

•

Victorian Mental Health Policy Network meeting,
Melbourne

•

ACMHN Board of Directors meeting, teleconference

•

North Western Primary Health Network (NWPHN)
Mental Health Expert Advisory Group meeting,
Melbourne

•

Mental Health Professionals Network (MHPN) Finance,
Audit & Risk Committee meeting, Melbourne

•

Mental Health Professionals Network (MHPN) Board
meeting, Melbourne

Thursday 15 August 2019
Victorian Branch Meeting @
Victorian Collaborative Conference
Moonee Valley Racing Club, Moonee Valley VIC
Check ACMHN website for further details
Sunday 18 August 2019
Northern Territory Meeting
Lazy Susan Restaurant
9/21 Cavenagh Street, Darwin City NT 0800
6.30pm - 9.00pm
Wednesday 28 August 2019
Western Australia Branch Education Session
Kailis Bros Function Centre, 101 Oxford Street, Leederville WA
7.30am - 9.00am
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MENTAL STATE EXAMINATION &
PHYSICAL HEALTH CHECK CARD
An evidence-based physical assessment checklist was
developed in conjunction with the ACMHN and Equally
Well to improve the physical health of people living
with mental illness.
The MSE tool is designed for nurses to wear attached
to their identification badge and use in their daily
practice.
Contact the ACMHN National Office to get your MSE
card. Bulk orders welcome. Email: enquiries@acmhn.org
Terms and conditions apply

17TH CONSULTATION LIAISON SIG IN CONJUNCTION WITH
8TH PERINATAL AND INFANT MH SIG CONFERENCE
Making Links, Building Bridges and Paving Roads into the Future
Monday 7 October 2019, Sydney, NSW

REGISTRATIONS ARE NOW OPEN!
Visit www.acmhn.org/news-events/events/acmhn-events-2019

45TH INTERNATIONAL MENTAL
HEALTH NURSING CONFERENCE

INTEGRATED CARE:
PEOPLE, PRACTICE, POLICY
8-10 OCTOBER 2019 SYDNEY | #ACMHN2019
SHERATON GRAND SYDNEY HYDE PARK

There is a lot of talk about
integration and mental
health… but what does
this mean to mental
health nurses in clinical
practice, in research,
in education, policy
and in management?

WHAT DOES IT
MEAN TO YOU?
This conference will explore the
concept of integration - what is
it, where we are up to, what the
barriers and enablers are, and
what the vision should be. The
conference will explore ideas
around how we move towards
a more integrated system
across all areas of practice.

REGISTRATIONS
NOW OPEN
Early bird registrations
are still open until the
1st of August 2019.
View the draft program and
convince your employer to
attend the conference.

For more information
and to register
online, visit

www.acmhn2019.com

KEYNOTE SPEAKERS
Dr Eleanor Longden
Postdoctoral Service User Research Manager, Greater
Manchester Mental Health NHS Foundation Trust
Dr Eleanor Longden is a National Institute of Health
Research postdoctoral fellow, based at the Psychosis
Research Unit in the UK, who has drawn from her own
experiences of trauma and psychosis to promote person-centred and
recovery-focused approaches to complex mental health problems.
Her TED talk on voice hearing was named by the Guardian newspaper as
one of the ‘20 Online Talks That Could Change Your Life’ and has since been
viewed over 4m times and translated into 37 languages. She is the author
of Learning from the Voices in my Head (TED Books, New York: 2013).

Professor Felice Jacka
Director of Food & Mood Centre,
Deakin University
Professor Felice Jacka is the Director of the new Food &
Mood Centre at Deakin University. Professor Jacka explores
how individuals’ diets interact with the risk for mental health
problems and her current work focuses closely on the links between diet, gut
health and mental and brain health. She has recently published a book for
the general public called ‘Brain Changer’ through Pan Macmillan Press.

Paul McNamara
Clinical Nurse Consultant, Cairns &
Hinterland Mental Health Service
Paul McNamara has been a nurse since 1988, a mental health nurse
since 1993, a credentialed mental health nurse since 2006, and a
fellow of ACMHN since 2008. He works as a consultation liaison CNC at Cairns Hospital.
Paul also tinkers online quite a bit; he has a social media portfolio built around the
homophone “meta4RN”, which can be read as either “metaphor RN” or “meta for RN”.

The 27th Annual Oration will be delivered by

Professor Mike Hazelton
Professor of Mental Health Nursing at
the University of Newcastle

